Barriers to accessing legal abortion services in Tunisia are increasing, despite a liberal abortion law, and women are often denied wanted legal abortion services. In this paper, we seek to explore the reasons for abortion denial and whether these reasons had a legal or medical basis. We also identify barriers women faced in accessing abortion and make recommendations for improved access to quality abortion care. We recruited women immediately after they had been turned away from legal abortion services at two facilities in Tunis, Tunisia. Thirteen women consented to participate in qualitative interviews two months after they were turned away from the facility. Women were denied abortion care on the day they were recruited due to three main reasons: gestational age, health conditions, and logistical barriers. Nine women ultimately terminated their pregnancies at another facility, and four women carried to term. None of the women attempted illegal abortion services or self-induction. Further research is needed in order to assess abortion denial from the perspective of providers and medical staff.
Introduction
Unsafe abortion continues to pose a significant health risk to women around the world leading to persistent high rates of maternal mortality and morbidity [1] . Unsafe abortion is the second leading cause of maternal mortality worldwide [2] . More than one-fifth of all pregnancies in 2008 ended in abortion and half of those (49%) were unsafe, up from 44% in 1995 [3] . Most unsafe abortions occur in developing countries [3] . Women depend on access to safe abortion to postpone or stop childbearing, for socioeconomic concerns (including disruption of education or employment and resource constraints for existing children), relationship problems, risks to maternal or child health, and pregnancy resulting from rape or incest [4] . Safe abortion access is an essential component of comprehensive sexual and reproductive health care, as defined by the International Conference on Population and Development (ICPD) Programme of Action [5] and the World Health Organization [6] .
Although legalization of abortion has improved the availability of safe abortion in many places, such as South Africa [7] and Nepal [8] , legalization alone is insufficient. Barriers to accessing legal care can perpetuate high rates of unsafe and extralegal abortion. These barriers include lack of awareness about abortion laws, lack of financial resources, geographical obstacles, lack of access to medications, requirements of unnecessary approvals or tests, coercion, and stigma [9] , [10] . Beyond legalization, ensuring access to safe abortion for all women requires comprehensive medical training [11] [12] [13] [14] ; inclusion of multiple types of providers in abortion provision [15] [16] [17] [18] ; establishment and enforcement of health and safety standards and resources [19] ; information and referrals [20] , [21] ; and affordable quality care [22] .
Tunisia
Tunisia has long been at the forefront of providing legal access to safe and affordable reproductive health services for women [23] . Though Muslims constitute more than 99% of the population [24] , the government has supported a uniquely secular position on reproductive health services. In 1965, Tunisia became the first Muslim country to liberalize its abortion law, making the service legal for women who had more than five children, were within the first trimester, and had approval from their husbands [25] . The Tunisian government further liberalized the law in 1973 to make abortion legal for any woman within the first trimester regardless of husband's approval [26] . Tunisia was the first African country to legalize mifepristone for medication abortion up to nine weeks in 2000 [27] . Since 2001, the use of medical abortion has become increasingly common in Tunisia; it is selected by more than 70 percent of women seeking abortion [28] and has recently become available to women in public facilities.
Significant demographic change has occurred in Tunisia in the last 20 years, following efforts to increase access to reproductive health services, including abortion. Total fertility fell from 3.13 in 1990-95 to 2.05 in 2005-10 [29] . Maternal mortality rates declined significantly, from 68.9 per 100,000 births in 1993-94 to 36.3 per 100,000 births in 2005-2007 [30] . Enrollment of girls in secondary school rose from 28% to 94% and women's labor force representation increased from 20.8% to 25.3% despite overall rises in unemployment between 1990 and 2010 [31] .
Abortion is legal upon request in the first trimester by a physician legally practicing in a hospital, health-care establishment or authorized clinic since 1974 by law and with the creation of the National Family Planning Office (ONFP). After the first trimester, abortion is permitted in approved establishments to preserve physical and mental health of the mother or in the case of fetal anomaly; in these cases the treating physician must present a report to the physician who will perform the abortion. Women who seek abortion for mental health reasons must go through a psychiatric assessment and receive a certificate from a specialist. The government subsidizes medication and surgical abortion services; all women seeking first trimester abortion can obtain it free of charge in public hospitals and family planning clinics [26] .
Most health care in Tunisia is provided through the public system, which is structured in to three tiers: primary health care is provided by more than 2200 primary health centers and 108 district hospitals; secondary care is provided by 32 regional hospitals; and tertiary care is provided by a network of 29 academic hospitals. Ten percent of all hospital beds are in the private sector [32] . Physicians are able to provide abortion in all facilities licensed by the state (public or private) within the constraints of the law. In the public sector, only university hospitals provide second trimester abortion. Private sector abortion services are expensive and vary by gestational age, estimated by providers and clinics using recommendations for surgical procedures in Tunisia. The cost of abortion in the private sector often constitutes a significant portion of an average monthly income in Tunisia.
A lack of data and peer-reviewed literature makes it difficult to evaluate recent changes in abortion access in Tunisia. Advocates on the ground, however, report a deterioration in access to abortion in recent years, which may stem from government budget cuts (beginning in 2004) and increasing political conservatism since the Arab Spring in 2010-2011 [33] . Beginning in the 1980s, 24 family planning clinics, one in each governorate, were authorized to provide free abortion services, but not all of the facilities actually did so due to shortages in resources and training. After the legalization of medication abortion in 2001, ten of the clinics replaced their surgical abortion services with medication abortion services. While this increased access to medication abortion, the availability of surgical abortion declined: only five family planning centers still offer surgical abortion [33] . The 2008 global economic crisis and growing conservatism resulted in the end of abortion provision altogether at some clinics in the more conservative and rural north west region, where poverty is highest in the country and employment and literacy are low, and in the southern region, which is mostly semi-arid desert [34] . Outside medical contexts, abortion remains a taboo subject and women lack adequate information about the availability of legal services; as a result, informal sector abortion with traditional medicine or drugs from a pharmacy, continues to be practiced [26] . A previous study has shown that approximately one-quarter of women are denied wanted abortions in the country's capital: 7 percent were turned away for gestational age reasons, 15 percent were required by the clinic to undergo unnecessary laboratory tests, and 4 percent were either required by the clinic to have an ultrasound scan prior to the procedure or were referred to other providers [35] . Anecdotal accounts indicate that some physicians in Tunisia are evoking conscientious objection for religious reasons to refuse to perform abortion in hospitals and in some private facilities and that this has become more common since the 2010-2011 revolution. Some of these providers give advice and referrals to women while others do not. As in many other places [11] , conscientious objection is poorly understood with regard to the law and circumstances in which providers can invoke their right to refuse to provide.
Due to a lack of data and persistent stigma surrounding the issue, the reasons why women are denied wanted legal abortions and the actions they take following denial are not well documented in Tunisia. This study seeks to understand the abortion experiences of women who are denied care in Tunisia, including reasons for seeking abortion, barriers faced accessing abortion services, reasons for and experiences after being turned away and pregnancy outcomes. This study is part of a multi-country Global Turnaway Study, which recruited women at the moment they were denied services from one or two facilities (often one public and one private facility) in five different countries [35] . Researchers in each country followed up with all eligible women who consented to participate two months after recruitment to conduct in-depth interviews with each participant. This standardized model of recruitment and data collection was implemented in Tunisia, Nepal [9] , Bangladesh, South Africa (10), and Colombia. Open-ended interview guides enabled interviewers to explore country-specific issues as they arose [35] .
Methods
The study was conducted in Tunis, the capital of Tunisia, located in the northern region, over a two-month period in 2013. Women were recruited from one public and one private facility to capture experiences in both sectors. Recruitment clinics were selected based on willingness to participate as a study site and client volume; the public hospital registry indicated a rate of 1,000 abortions per year, the highest in the country. Both of the initial study sites recruited in Tunis agreed to participate. Two researchers approached all women who presented for abortion at the recruitment facility, with approval from the facility, and asked whether they would participate in the study. If the potential participant expressed interest, the researcher led her to a private location at the clinic and gave her materials about the study. The recruiters obtained informed consent, followed women throughout their visit to determine whether or not they obtained an abortion that day, and conducted a brief questionnaire to ensure eligibility for the study. Women were eligible to participate in the study if they were 18-49 years old, seeking abortion services, and denied wanted services that day for any reason. Eligible women were interviewed two months later. The two month timeframe allowed researchers to learn about women's experiences after being turned away; it was necessary to provide women time to experience the denial and decide on their next course of action. Researchers obtained verbal consent at the time of recruitment and again at the time of interview, in addition to audio-recording consent. Given the sensitivity of the study, written consent was not obtained to maintain confidentiality. Contact details were obtained only after women agreed to participate in the study. The interviewer sent text-messages or phone call reminders prior to the scheduled interview. In-depth interviews with women were conducted by a female Tunisian psychologist, bilingual in Tunisian Arabic and French and previously trained in conducting qualitative interviews. She has prior experience conducting interviews with women in urban and rural areas, as well as conducting values clarification trainings for providers on contraception and abortion.
Participation in the study consisted of a semi-structured in-depth interview two months after denial. The interview guide was open-ended and included suggested probes. The key topics explored included: reasons for seeking abortion; reasons for denial and subsequent responses; the decision-making process after being denied; knowledge of abortion law and facilities where abortion is provided; knowledge of unlicensed providers and self-induction methods; and recommendations for other women. Copies of the research instrument are available upon request. Ethical approval was granted by Le Comite d'Ethique du Service A du CMNT in Tunis, Tunisia as well as the Committee on Human Research at the University of California, San Francisco (IRB #10-04511). Phone numbers and names were collected, but participants were assured that they would not be identified by name, facility or any other identifier in all forms of dissemination, including publications and at meetings. Data were stored in password protected computer files.
Interview transcripts were translated for analysis from Tunisian Arabic to French and then from French to English, due to the Arabic translator's better knowledge of French. Tunisian Arabic is a specific Mahgrebi dialect, which is different from Standard or Classical Arabic and spoken by far fewer people; this limited our ability to find a translator both fluent in Tunisian Arabic and English. Funding constraints inhibited hiring a researcher to analyze the data in Tunisian Arabic. There are challenges to cross-language qualitative research [36] ; in order to cope with these challenges, the research team was careful to communicate frequently with the Tunisia-based team to confirm specific meanings of words and ensure that the translation accurately captured original meanings.
The data were analyzed using a thematic approach. The primary coder, trained in qualitative research methods, conducted the primary analysis, generating initial codes and documenting emerging themes. After additional iterations of the codebook were complete, in consultation with the co-authors, the codes were applied to all interviews using Dedoose 5.0.11 (SocioCultural Research Consultants: Los Angeles, CA). Relevant socio-demographic data was identified in the transcripts and synthesized in an Excel spreadsheet. Key themes and illustrative quotations were reviewed for consensus with regard to interpretation by the entire research team. The following information is provided in parenthesis with each quotation in this paper: an identification number, self-reported gestational age at the time the participant first sought abortion services, and the participant's pregnancy outcome. Facility names have been extracted and replaced with generic names which are consistent across respondents' stories, such as "Hospital 1."
Results
Twenty-two women were recruited. Nine women (41%) were lost to follow up, as a result of unanswered phone calls from research staff or refusal to participate without providing specific reasons. Thirteen women participated in semi-structured in-depth interviews approximately two months after denial. Eleven interviews were conducted by telephone and two were conducted in person in a private space. The interviews lasted for an average of 26 minutes (range: 14 to 40 minutes). Two women, who were interviewed by phone, ended their interviews prematurely. Neither woman could be reached again. These unfinished interviews were nevertheless included in the analysis due to the richness of the data that was available.
Participant characteristics and overview pregnancy outcomes
Basic socio-demographic data are presented in Table 1 . The mean age of the women interviewed was 30 years old, with a range from 22-43 years. Nine of the women were married with at least one child. The women in the sample had an average of two children. Four women were single or engaged and nulliparous. Five women indicated that they were employed outside of the home. Though women were not asked directly about contraceptive use, four women indicated that they had been using oral contraception before they became pregnant and four women indicated that they had not been using any form of contraception. The remainder did not comment on use of contraception and were not probed further by the interviewer.
Among the 13 women interviewed, nine women terminated their pregnancies and the remaining four women carried their pregnancies to term. Among women who had an abortion, one woman received a shot of methotrexate due to a suspected ectopic pregnancy in addition to medication abortion, three received surgical curettage, three received medication abortion, and two received both surgical and medication abortion. Six out of nine women obtained their abortions at private facilities. All three women who were in the second trimester when they were denied abortion services ultimately carried their pregnancies to term, even though two of these women sought abortion for health reasons and therefore should have been eligible for second trimester abortion services. Decision and experience seeking abortion care
Pregnancy recognition. The majority of women recognized their pregnancies during the first trimester, including all the women who ultimately terminated their pregnancies and two of the four women who carried to term. When asked how they recognized that they were pregnant, some women explained that they experienced delays in menstruation and/or common signs of pregnancy, such as dizziness and exhaustion. Two women found out they were pregnant in the second trimester. One woman reported that she believed her symptoms were related to an illness rather than pregnancy: 'I only found out when I fainted. So I went for some tests thinking that it was perhaps diabetes, since there is a history of this disease in my family. Then I decided to do a [pregnancy test], which turned out positive' (ID8, 20 weeks, carried to term). The other woman who was in her fourth month when she recognized the pregnancy explained that her menstruation was irregular, sometimes with delays up to 28 weeks, and that she took a test only when she started feeling tired and dizzy (ID1, 16 weeks, carried to term). Five women reported using pharmacy-bought pregnancy tests, available to women without prescription in pharmacies but at a cost, before seeking abortion services at a facility. Pregnancy tests are more accessible to women who are able to pay for them, thereby potentially delaying pregnancy recognition and consequently abortion-seeking for many women.
Reasons for seeking an abortion. Across the sample, one of the primary reasons reported for seeking abortion was maternal health concern. Three out of four of the women who ultimately carried to term and three out of nine who terminated their pregnancies sought abortion for health reasons. Health concerns varied, from fainting, dizziness, and anemia, thrombosis and blood clots, diabetes and large organ failure.
Several others reasons for abortion were also mentioned, including lack of financial resources, birth spacing, advanced age, and being unmarried. Some women explained that they did not want any more children, due to the physical, financial, social and psychological demands required. One woman concerned that having a child would prohibit her from being able to work and meet financial requirements: 'You have no idea how difficult it is to rent. It is very, very expensive. It is impossible! My husband cannot pay for everything alone, and as I told you, I cannot put my daughter in baby daycare to be able to go and work. I have to wait until she is one year old' (ID13, 6 weeks, medication and surgical abortion). Another woman explained that she already had young children and wanted to space her births: 'And me pregnant, taking care of my 10-month-old daughter, how would I have managed? When I am fainting? Should my husband take a leave from work? Should my mother leave her work?' (ID13, 6 weeks, medication and surgical abortion).
All four women who identified as single and nulliparous said their relationship status was part of the reason for seeking abortion. One of these women was pressured to seek abortion by her fiancé because they were not married, even though she wanted to continue the pregnancy: 'Yes, he was always saying "you have to have an abortion, you have to have an abortion" so that I would go ahead. I was saying "no" and he was saying "yes". In the end this created some problems in our relationship, and finally I gave in to avoid any escalation' (ID8, 20 weeks, carried to term). Another woman talked about the consequences she felt she deserved: 'I did not want to have a child without being married. I accepted all the punishment and my responsibilities, and I swore to myself that I would never [have sex again] except after being married' (ID10, 9 weeks, surgical abortion).
Experiences with denial
Three main categories of denial experiences emerged from the interviews with women in this study: denial due to gestational age, denial due to health conditions of the woman, and denial due to imposition of substantial logistical and bureaucratic barriers. This third category is considered a form of denial because it was unlikely that women who faced these barriers would have ever obtained their wanted abortions had they stayed at the facility. Many women obtained referrals to other providers or facilities on the day they were denied abortion, particularly those women who were denied due to advanced gestational age or health concerns. In some cases, women were denied services at multiple facilities and due to a combination of the above three reasons.
Denied for gestational age. Women denied for gestational age were turned away for being too early and too far along in pregnancy. One woman was told she was too early for medical abortion, one woman reported denial both for being too early and, later in the pregnancy, for being too far along, and two other women were denied from public facilities because they were beyond the facility gestational limit.
One woman who was denied medical abortion for being too early in her pregnancy sought abortion at three weeks gestation and explained: '. . .they did not go ahead at first, because they told me that the fetus had to grow a bit more before they could give me pills' (ID11, 3 weeks, methotrexate and medication abortion). She was later diagnosed with and treated for an ectopic pregnancy.
The other woman who sought services early in her first trimester, reportedly at one week, was originally told to return later: 'In fact when I was already one week pregnant, she told me that the fetus was too small for a sonogram. . .I responded that I had a blood test which was positive. She told me to come to see her in one month. They made me come and go until the fetus was big enough' (ID12, 1 week, carried to term). She later returned for a sonogram and was then referred from one public hospital to another, until she was ultimately sent back to the original facility where she sought care. There, she was denied abortion again due to advanced gestational age, even though she believed that she was only six weeks pregnant at the time and that the provider was inaccurately reading the ultrasound: 'When I went the last time, she did a sonogram and she lied telling me that I was at the third month. I responded that the previous time she had told me that I was one week pregnant and now I am three months pregnant, and how could that happen so fast? [The provider said] "He's developed, it's a sin"' (ID12, 1 week, carried to term).
Neither this woman, nor the other two women who were turned away for being over the gestational limits were aware of their legal right to access abortion after 12 weeks for mental and physical health reasons and only one of them was evaluated for a second trimester abortion according to the physical and mental health exceptions. This woman, whose husband pressured her to have an abortion despite her desire to carry the pregnancy to term, received a psychiatric assessment at 20 weeks gestation but did not receive a certificate for abortion.
High costs and lack of partner support prevented two women from obtaining care at the private clinic where they had been referred after being denied services for being beyond the gestational limit at a public facility. The woman who was denied during her process for both early and later gestation was asked whether she tried to go to a private clinic she replied: 'No, I would have liked to. I talked to my husband about it, but he refused, and asked me to keep the baby. He is the one who told me to keep the baby. He said he could spend two hundred dinars for me, but "Imagine how god will punish you after"' (ID12, 1 week, carried to term). Another woman also describes trying to get financial support from her husband: 'He promised to give me money for an abortion and now that it is the fourth month, I will not be able to have an abortion. He was just making fun of me' (ID6, 16 weeks, carried to term). The third woman did seek private care after being denied at a public facility only to then be intimidated and persuaded by the private doctor to not have the abortion after all: 'When I went to the doctor's he told me that I was taking a bigger risk in aborting the pregnancy than in staying pregnant, meaning that if I stayed pregnant I would be under control but if I had an abortion I would risk a hemorrhage and I would become sick. In brief, I kept the baby because I was at risk and that's it' (ID1, 16 weeks, carried to term).
Denied for health conditions. Women were also denied services and referred for various health reasons. Women reported being referred to other facilities because they were diabetic, had asthma, and had previously taken an anticoagulant medication for blood clotting. Women expressed confusion about why their health conditions were impacting their access to abortion care. The woman who was referred from one hospital to another because she was asthmatic believed her condition had nothing to do with her abortion.
[At Hospital 4] they told me that since I had asthma, I had to go to Hospital 2[. . .]. I told her that I wasn't ill, and that she should prescribe the abortion. [. . .] She told me that I had to go to Hospital 2 for an abortion and that here [at Hospital 4] they no longer performed abortions. When I told her I wasn't ill, and that I was sure of my decision, she told me to go to Hospital 2, and that they performed abortion there' (ID13, 6 weeks, medication and surgical abortion).
Later when she went to Hospital 2, she was told that they did not perform abortions ('There at the counter, I saw a woman who told me that they did not do abortions there. . .Directly! She did not even ask me why or how!') and was then sent to another hospital, where she was told she would have to wait two months ('Same thing there, the midwife said: "Now, no. We will do it in a month or two."').
The woman who was denied care because of potential blood clotting explained that her denial was based on the fact that she had taken an anticoagulant medication during her previous pregnancy. But since she was no longer taking the medication (a provider told her that she no longer needs it), she was confused as to why this would preclude her from getting an abortion:
I: In your opinion, why did they turn you down on an abortion?
Honestly, I do not know. Maybe because previously, with my youngest son, I was taking Sintrom. She told me that because I was taking Sintrom, they could not do an abortion.
I: And why are you taking Sintrom?
Because during my previous pregnancy one of the arteries in my lungs became obstructed. . . .I took it for two years, or perhaps one year and a half. Then they saw that I was doing better, and they told me to stop completely.
I: But now that you are pregnant, you are not taking Sintrom.
No, now luckily, now I am doing fine. (ID12, 1 week, carried to term)
In some cases, women sought abortion due to concerns about health conditions, but instead the clinic used those conditions as a reason to deny care. For example, one woman, aged 43 years old, sought abortion because of her diabetes and her advanced age but was then denied care because she was diabetic: 'The doctor denied the abortion. She said it was because I was diabetic and that I had to go to the hospital. But [at the hospital], they sent me back because my glucose levels were not very high. . . [even though] the doctor had told me that if she did it, it would be complicated because of the diabetes' (ID3, 4 weeks, medication abortion). In other cases, women were not given the opportunity to explain their health concerns to their providers. One woman explained why she believed she was not physically able to have another child: 'My body will not be able to cope. I have anemia, and sometimes I get dizzy. My situation is hard. . . I am exhausted at the highest level!' (ID6, 16 weeks, carried to term). But when she went to a hospital for care, they denied her services immediately without asking why she wanted an abortion and referred her to a private clinic instead (due to her advanced gestational age), where she was unable to afford the cost of services. Another woman, who was left with no choice but to continue the pregnancy, sought abortion because she was anemic and had thrombosis but was denied at a public hospital without being asked why she wanted an abortion: '[At the hospital] she told me that we were not having an abortion, without asking me any questions, she told me we weren't having an abortion because the child was already developed' (ID1, 14 weeks, carried to term). In contrast, one woman who did have the opportunity to explain her health concerns to her provider received very different treatment: 'I told [the provider] that I was ill, and you know the conditions of my life and all, and my health. I consulted him, and he said that if you are ill, you are obliged to have an abortion, and the doctor who was monitoring my health [at another facility] said the same thing. She told me to have an abortion' (ID4, 5 weeks, medication abortion).
Denied for logistical and bureaucratic delays. Several women were not explicitly denied care but instead told to wait long periods or to go home and return later for care. This was considered a denial of care because women were not able to get the care they wanted on that day and they reported it was unlikely that they would ever have successfully obtained an abortion at the given facility. Some women were made to wait for many hours: 'To begin with at the hospital, you have to find a doctor [. . .] we spent the whole day there. We went from 8 am to 5 pm and in the end the doctor did not come, and sometimes, when you are waiting in line, you go for a snack, and then come back, and you cannot find the doctor and you cannot say anything' (ID7, 8 weeks, medication abortion). Many women described being referred back and forth between departments at a hospital or between facilities: '. . .as you know they send you from one service department to another, and this one will not handle your case, nor the other. We really had a hard time then' (ID11, 3 weeks, methotrexate and medication abortion). Other women were told to return on another day, sometimes weeks in the future; for example: 'You have to wait more than a week. It does not matter to them that this is an emergency . . . They take their time. . .Can you imagine waiting 3 days for a test, and 3 more days for a sonogram, and 4 days to see the doctor. . . If you add up the days you will see that the whole month has gone by. . .' (ID9, 6 weeks, surgical abortion).
Many of the women who faced delays in public facilities left and went to private clinics because they were worried the delays would limit their ability to have an abortion. One woman was sent back and forth between providers at Hospital 2 for five days, during which time she said it was difficult to leave her children at home alone. She explained: 'It was already my second month, and when I went to see them they gave me an appointment for a sonogram in two weeks. And I thought that in the interim the fetus would . . .grow too much. So I went to a private practice doctor' (ID2, 8 weeks, surgical abortion). Another woman returned to the same hospital eight times and then decided to seek care at a private clinic: 'I don't remember when I went there, but I know that I went there eight times, and that this took too much time, and so I went to a private clinic. . .' (ID5, unknown gestation, medication and surgical abortion). Two women refused to wait for services at a hospital after they realized that the doctors had gone on strike; instead they went to private clinics where they obtained surgical abortions:
At Hospital 1 they are slow. . .they said either that the doctors were on strike, or that the test results would only be ready in three to six days, or this, and that. . .so that it meant everything would take a lot of time, do you understand? [. . .] And this didn't work for me considering that I was already one and half months pregnant. It was an emergency, and I was not going to wait. (ID9, 6 weeks, surgical abortion) [. . .] I went for the test and the sonogram but the doctor was not there because they were on strike. I understood that this meant more delay. I borrowed money from someone and I went for an abortion at a [private] clinic for 250 DT (~$150). (ID10, 9 weeks, surgical abortion)
Women were frustrated that they could not hold the providers and facilities responsible for delaying their care and potentially making it more difficult if not impossible to receive an abortion. One woman who had an incomplete medication abortion following care at a hospital endured bleeding for a month and a half until she could receive a surgical procedure at a private facility to complete the abortion. She visited two health centers and then two hospitals before she gave up on the public sector due to delays and explained how the referral system failed her:
'The problem is that they do not give any written papers, no proof which could harm them. . . Normally, Hospital 4 should have given me a paper. They did not give me one. . . they do not give you any proof and just leave you as is. . . if I wanted to file a complaint, I do not have any papers. . . There was no supervision. If there were supervision for everything, then things would not happen this way' (ID13, 6 weeks, medication and surgical abortion).
Private versus public services
Those women who were able to obtain care at private facilities commented on the higher quality care available in private clinics compared to public facilities. One woman recalls her experience at a private clinic, compared to a public hospital: 'It lasted a total of 4 hours, and I left without any harm, thank God. They took good care of me, and they really helped me . . . it was a lot easier than at the hospital, and the people over there were not telling all sorts of stories.
[. . .] If you had a "situation", I would tell you that if you had money and you could pay for everything, it is better for you to go to a [private] clinic' (ID9, 6 weeks, surgical abortion). Another woman commented on the culture of anxiety that exists at public facilities, as compared to private clinics: '[At the hospital], all the patients are in the same place waiting for the doctor, without knowing whether she is coming or not. There is so much quarreling and fear! [. . .] It is horror, and you know that you will not come back. Everyone is very nervous' (ID7, 8 weeks, medication abortion). Public hospital providers were seen as more judgmental about a woman's decision to have an abortion. For example, one woman said: 'They tortured me by asking me all these "Why?" questions. And [they said] "it's a sin". . . as you know! Yes, at the hospital, they drive you crazy, with lots of questions, why this and that, and why did you make a mistake, and why are you not protected. . .' (ID2, 8 weeks, surgical abortion). Several women said that they would recommend to other women in need of abortion services to go to private clinic services if they can: 'Those who have the means should go [to a private clinic] directly. They will find cleanliness and purity there' (ID13, 6 weeks, medication and surgical abortion).
Partner involvement and impact on abortion experience
Partner influence did seem to play a role in women's ability to ultimately obtain an abortion, even after denial. The women who ultimately terminated their pregnancies either had support from their partners ('My husband. . . always says that I should do what suits me best, on condition only that I inform him' (ID13, 6 weeks, medication and surgical abortion)) or chose not to disclose the pregnancy and abortion-seeking process to their partners for fear of their disapproval. Those in the latter category were often unmarried or were having conflicts with their husband. The women who ultimately terminated their pregnancies were steadfast in their decision, even when they were encouraged by friends or acquaintances to continue the pregnancy. One woman said, 'Honestly, everyone had their own opinion. But . . . no one could really influence my decision. That's all. It was my decision (ID11, 3 weeks, methotrexate and medication abortion). Another woman explained: 'They tried in my neighborhood. . ."keep it, let it grow," but I knew that I shouldn't, that it would make me sick, and prevent me from working. . .' (ID13, 6 weeks, medication and surgical abortion).
Three out of the four women who ultimately did not terminate the pregnancy faced opposition from their partners regarding terminating the pregnancy, particularly after they had been turned away at least once. Though these women were initially able to either convince their partners or seek abortion services on their own, their partners' discouragement became increasing difficult to oppose after they were denied care. One woman explains how she was able to convince her husband to support her and then how defeated they both began to feel when she faced numerous logistical barriers over two months seeking abortion in the public healthcare system:
Truth be told, my husband did not want an abortion. When he found out that I was pregnant, he asked me to keep the child, but I resisted. I told him that he would not be taking care of the child with me. And that I would be spending sleepless nights alone, and to let me have the abortion. He was convinced, and told me to do what I wanted to do. As I was going from one hospital to another, he also gave up, and told me to let it be with all the coming and going, and to keep it, and just stop running around. (ID12, 1 week, carried to term)
Among the women who carried to term, the only woman who received support from her partner was single; her partner initially told her to get an abortion because they were not married and when she was turned away from one facility he supported her decision to carry to term.
Impact of abortion denial
Across the board, women were dissatisfied with the care they received throughout the abortion seeking process, including women who ultimately carried their pregnancies to term as well as women who successfully received wanted abortions (due to the process required in order to do so). One woman who continued her pregnancy explained the significant impact the pregnancy has had on her family since she was denied care: 'Four children, and a fifth one on top! Where are we heading this way? Even his family is talking about it. . . Poverty and tyranny. I do not know what to do anymore. I do not even have clothes for the newborn. This is real misery' (ID6, carried to term). Another woman who visited at least three different public facilities, some more than once, explained: 'In sum, during this period of time, they really fooled me' (ID12, 1 week, carried to term).
The women who ultimately terminated their pregnancies reflected on how difficult the process was and how the delays and referrals were discouraging, exhausting and frustrating. One woman said: 'In sum, everything was really chaos. They really interfered with our lives and made us feel depressed' (ID11, 3 weeks, Methotrexate and medication abortion). Another woman described how she felt after being denied services at a public facility after multiple referrals: 'I suffered. . .when they turned me away, I no longer had any hope' (ID13, 6 weeks, medication and surgical abortion).
Discussion
The women interviewed for this study faced significant challenges to accessing safe and legal abortion services, including personal barriers such as lack of partner support or financial means to seek abortion quickly, as well as logistical and systematic barriers, including ineffective referral systems and service delays. All of the women interviewed visited at least two, and in many cases three or more, different facilities before either deciding to carry the pregnancy to term or finally receiving abortion services.
Women were turned away from abortion care for three main reasons: gestational age (early or advanced), medical contraindications, and logistical barriers and delays. Those who were beyond three months gestation were denied an abortion on request (in accordance with the abortion law) but also never given the opportunity to be assessed for a second trimester abortion in the context of their physical or mental health (not in accordance with the abortion law) [26] . It is difficult to assess whether women were referred appropriately for medical contraindications. There is a lack of protocol in Tunisia about how and where women with chronic medical conditions should access abortion care. According to the literature that is available, it is unclear whether abortion-related mortality in the first trimester is more likely to occur in women with chronic medical problems [37] . Yet, there is evidence to suggest that women with serious medical problems, including diabetes and hypertension, face an increased risk of adverse health events during pregnancy, including increased pregnancy-related morbidity and mortality [38, 39] . Prompt abortion care, for those who want it, reduces these health risks, because their condition may deteriorate further with advanced pregnancy. Referral from lower level clinics to hospitals may be required if a patient requires surgical abortion, for example, and the clinic is not adequately equipped.
The only woman who may have required surgical abortion, because she had taken anticoagulant medication and therefore has a higher risk of post-abortion hemorrhage with medication abortion drugs [40] , was referred between hospitals rather than from a clinic to a hospital. It remains unclear whether or not she was actually at increased risk of hemorrhage given that she was no longer on anticoagulant medication. The other two health conditions for which women were referred are not considered as contraindications to abortion in the U.S. context, according to a study by Guiahi and Davis [41] ; yet, without clinical records or confirmation from providers, whether or not referral in this context was warranted is unclear. These cases in particular beg the question of whether some providers are objecting to provide abortion care, for whatever reason, either overtly or covertly.
It is not surprising that many women endured service delays at public facilities, given that public expenditure on the health sector in Tunisia has slowed since the 1990s and public health services have experienced declines in quality and availability (31) . Whether service delays were due to inefficiency, provider conscientious objection, stigma or even malevolence of specific providers and medical staff is unclear [42, 43] . Regardless of the cause, these service delays negatively affected women's quality of care experiences and postponed a procedure that is well known to be safer early on in pregnancy [44] . Women who recognized this and were able to gather the funds sought care in a private clinic, but those that could not afford it were left with no other choice but to continue waiting. Whether or not the women who obtained abortions in private clinics would have been able to do so had they waited for care in the public system is unknown.
As anticipated with an exploratory qualitative study, the sample is not representative of all women in Tunisia. Women in our sample are likely wealthier, more educated and more urban than the average woman in Tunisia. And our results do not include the experiences of women under 18 years of age or the experiences of women who seek abortion outside facility-based care. Despite this, the data provide a deeper understanding of women's experiences seeking abortion in a country where little data is available.
Additionally, the data provide information from only the women's perspective, rather than both the women and the providers and facility staff. As a result, it is difficult to determine the root causes of denial and whether or not denial or referral was medically indicated. It is possible that women were rightfully referred for services elsewhere; it is also possible, for example, that providers were unavailable, inadequately trained, or objected to providing abortion on moral and religious grounds. The authors plan next to interview providers to better understand provider motivations.
Our findings suggest that opportunities exist at the moment of denial of abortion to improve access to safe abortion services in Tunisia. Currently, minimal support and information is provided to women at the moment they are turned away from a facility. Our findings demonstrate a clear misinterpretation of the abortion law in Tunisia, attributable to either malevolent providers or inadequate provider training, or both. Improved provider training, including values clarification [45] , and community awareness-building initiatives could improve knowledge and accountability from both sides. Enhanced referral systems, which simultaneously equip women with the knowledge they need to successfully seek a legal abortion, such as that in Colombia where a clinic-based advocacy group counsels all women who are denied services, could reduce unnecessary delays and risks to women's health. This study provides new and important insight on the experiences of women seeking legal abortion services in Tunisia. These findings suggest a need for greater understanding of provider experiences with abortion denial as well as systematic, quantitative data collection to better understand the health and socioeconomic consequences of legal abortion, illegal abortion and childbirth.
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